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In traumatic hemoperitoneum, surgical intervention is the mainstay of the treatment.
Especially patients who are hemodynamically unstable or having peritoneal irritation signs
should undergo emergency laparotomy. However, according to the recent advance of the
imaging and interventional techniques, nonoperative management for abdominal trauma is
widely spreading. We review the nonoperative management of the abdominal trauma based

on the recent literature and guidelines. (J Surg Crit Care 2013;3:32-36)
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Table 2. Selective nonoperative management guideline for blunt liver injuryg

Group of the references
Class I : Prospective randomized studies

Class II : Prospective, noncomparative studies and retrospective series with controls

Class III : Retrospective analyses

Level of recommendation
Level T :

- Justifiable based on the available scientific information

- Based on Class 1 data, or strong Class II evidence
Level 1II :
- By Available scientific evidence and expert opinion

- By Class II data or a preponderance of Class III evidence

Level III :

- Supported by available data, lacking scientific evidence

- Supported by Class 1II data

Level T :

1. Indications of urgent laparotomy after blunt abdominal injury

1) Patients who are hemodynamically unstable
2) Patients who have diffuse peritonitis

Level 1I :

2. Hemodynamically stable patients without peritonitis with an isolated blunt hepatic injury — no indication for routine laparotomy

3. Abdominal CT scan with IV contrast : to identify and assess the severity of injury to the liver in the hemodynamically stable

blunt abdominal trauma patient without peritonitis

4. Angiography with embolization: a first-line intervention for a patient who is a transient responder to resuscitation as an adjunct

to potential operative intervention.

5. No absolute contraindications of nonoperative management in stable patients : severity of hepatic injury (as suggested by CT

grade or degree of hemoperitoneum), neurologic status, age of more than 55 years, and/or the presence of associated injuries

6. Angiography with embolization : in a hemodynamically stable patient with evidence of active extravasation (a contrast blush)

on abdominal CT scan.

7. Nonoperative management of hepatic injuries should only be considered in an environment that provides capabilities for

monitoring, serial clinical evaluations, and an operating room available for urgent laparotomy.
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Table 3. Selective nonoperative management guideline for blunt splenic injury10
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Level T :

1. Indications of urgent laparotomy after blunt abdominal injury

1) Patients who are hemodynamically unstable
2) Patients who have diffuse peritonitis.

Level 1T :

2. Hemodynamically stable patients without peritonitis with an isolated blunt hepatic injury — no indication for routine laparotomy

3. No absolute contraindications of nonoperative management in stable patients :

severity of splenic injury (as suggested by CT

grade or degrecof hemoperitoneum), neurologic status, age of more than 55 years, and/or the presence of associated injuries
4. Abdominal CT scan with IV contrast : to identify and assess the severity of injury to the spleen in the hemodynamically stable

blunt abdominal trauma patient without peritonitis

5. Angiography : AAST grade = III, presence of a contrast blush, moderate hemopetitoneum, or evidence of ongoing splenic

bleeding

6. Nonoperative management of hepatic injuries should only be considered in an environment that provides capabilities for

monitoring, serial clinical evaluations, and an operating room available for urgent laparotomy.
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Fig. 1. Treatment algorithm of the
blunt abdominal traumatize pa-
tients (FAST: Focused Assessment
by Sonogram for Trauma, APCT:
abdomino-pelvic computed tomo-

gram).
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